Section of Neurology
A. L., male, aged 22. Fracture of body and right articular process of 6th cervical vertebra. Loss of thermal and pain sensation below level of about 4th dorsal segment on left side. Exaggerated deep reflexes: ankle-clonus, and extensor plantar in right leg. Lower motor-neuron weakness of right hand and forearm. Patient originally showed sensory loss over distribution of lower roots of right brachial plexus and a marked right-sided Hormer's syndrome. Traces of the latter remain.
Sir JAMES PURVES-STEWART said that he had seen numerous cases of intramedullary hiemorrhage due to war injuries, but, though he had had the advantage of the collaboration of Sir William Thorburn, surgical intervention had usually been avoided unless there was definite clinical or X-ray evidence of something which was causing pressure on the spinal cord, whether by fractured lamine or by a foreign body. They saw no object in adding the effects of surgical shock to those of military traumatism. R. C., male, aged 7. Acute illness with sore throat, January 1934, followed by acute otitis media (left); discharge persisted until March. Went to school in March; three weeks later began to walk on tip of toes, with tendency to fall to left side.
Previous history.-Was thrown out of side-car when twelve months old. No injury.
Family history.-Child's mother, who was killed when he was twelve months old', had had a " tuberculous" spine from the age of 4 until that of 7.
13.6.34: Rather ill, with slight temperature (100°). On examination. -Tendency to fall towards left. Dysdiadochokinesia (left). Can stand with eyes closed but sways a good deal. Papillcedema marked. Babinski's sign positive on left. Left abdominal reflexes absent.
On the following day the temperature was normal. Lumbar puncture: pressure greatly increased; protein, cells. Lange's test: chlorides and sugar normal.
The child was kept in bed for a month. The cerebellar signs remained unchanged. The papillcedema remained constant but the pyramidal signs varied. Occasionally the reflexes were more exaggerated on one side than another; sometimes Babinski's sign was present on either side, or on both sides. After a month he was allowed out of bed. His gait was very incoordinate, with marked hyperextension of the knees and with the trunk bent forward. A week later the incoordination was so great that he could not walk at all. The papillcedema had increased considerably and now measured several dioptres.
Babinski's sign was present on both sides but the abdominal reflexes were brisk.
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After a further week's rest in bed--during which the signs did not change, except that Babinski's sign was sometimes present and sometimes not-the child was allowed out of bed again. Since DiscUs8ion.--Dr. NEILL HOBHOUSE said that this case had been underhis charge for five weeks in the summer, and the contrast between the condition then and now was marked. In the summer the boy was definitely ill; hehad now improved physically even more than neurologically. He (the speaker) was not satisfied that the hydrocephalus was a recent event; from the X-ray appearance he judged it was old-standing. The signs were very inconstant. There had been well-marked cerebellar and pyramidal signs andcachexia, and he doubted whether the intracranial pressure was the cause of the focal signs. He thought the condition might be neuromyelitis optica; he was aware of the objections to that diagnosis, but there were equal objections to other suggested diagnoses.
Sir JAMES PURVES-STEWART said that an alternative diagnosis was that of a tumour in the posterior fossa. Some years ago he had seen a Belgian child with practically identical symptoms; in that patient the condition had come on with acute cerebellar symptoms.
Later there were superadded pyramidal symptoms, sometimes on one side, sometimes on the other; there was also papilloedema, an important feature in the present case. That child had also a progressive hydrocephalus, evident in the bony cranium. On account of the acute cerebellar onset the constant papilleedema, and the signs of intermittent pressure on the pyramidal tracts, Mr. Julian Taylor had explored the posterior fossa and had found a large cystic medulloblastoma occupying the middle lobe of the cerebellum. It seemed that the occasional pressure forwards of the brain-stem against the foramen magnum was the explanation of the inconstant organic pyramidal signs. The child had died a few days later.
It was difficult to accept the diagnosis of encephalomyelitis in the present case as causing the hydrocephalus and the papilleedema. To cast further light on the case it might be useful to carry out a ventriculogram, to ascertain not only how much dilatation of the lateral ventricles was present, but also to see whether the dilatation extended to the third ventricle, the iter and the fourth ventricle. Or lipiodol ventriculograms might be carried out. Balado of Buenos Aires had shown that, with proper precautions, the injection of lipiodol into the ventricular system caused even less reaction than did the injection of air.
Dr. P. CLOAKE said that the points presented by this case were difficult to fit in with either of the suggested diagnoses. The raised spinal-fluid pressure on 9.10.34 seemed to be opposed to encephalomyelitis, as were the normal cytology and biochemistry of the spinal fluid on 13.6.84, and the progressive improvement was opposed to the idea of neoplasm.
He suggested that there might be a tuberculoma. There was a tuberculous history in the mother, and the site indicated, the cerebellum, was a not infrequent site of such lesions in children.
Dr. LARKIN (in reply) said that the possibility of tuberculoma had been considered, because of the mother having had tuberculosis, but the blood-count was normal, as were the lymphocytes and leucocytes, and the Mantoux reaction was negative. There was no pyrexia when the patient got up and about, or when he was allowed out in the sun.
